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Preparation and execution of 

thisresponse and plan of 

correctiondoes not constitute an 

admissionor agreement by the 

provider ofthe truth of the facts 

alleged orconclusions set forth in 

thestatement of deficiencies. 

Theplan of correction is 

preparedand/or executed solely 

because itis required by the 

provisions offederal and state 

law. Forpurpose of any allegation 

that thefacility is not in 

substantialcompliance with 

federalrequirements of 

participation, theresponse and 

plan of correctionconstitutes 

Lincoln Hills of NewAlbany's 

allegation of compliancein 

accordance with Section 7305in 

the State Operations Manual

 K0000A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  12/10/12

Facility Number:  000321

Provider Number:  155614

AIM Number:  100286130

Surveyor:  Mark Bugni, Life Safety Code 

Specialist

At this Life Safety Code survey, Lincoln 

Hills of New Albany was found not in 

compliance with Requirements for 

Participation in Medicare/Medicaid, 42 

CFR Subpart 483.70(a), Life Safety from 

Fire and the 2000 edition of the National 

Fire Protection Association (NFPA)  101, 

Life Safety Code (LSC), Chapter 19, 

Existing Health Care Occupancies and 

410 IAC 16.2.

This one story facility was determined to 

be Type II (111) construction and fully 

sprinklered except the C Hall entrance 

foyer.  The facility has a fire alarm system 

with smoke detection in the corridors, 

spaces open to the corridors and battery 

operated smoke detectors in all resident 
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sleeping rooms.  The facility has a 

capacity of 152 and had a census of 121 at 

the time of this survey.

All areas where residents have customary access 

were sprinklered except the C Hall entrance foyer.  

The facility has twenty foot by twelve foot wooden 

storage garage and a ten foot by twelve foot 

wooden storage shed which were not sprinklered.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 12/13/12.

The facility was found not in compliance with the 

aforementioned regulatory requirements as 

evidenced by the following:
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NFPA 101 

LIFE SAFETY CODE STANDARD 

One hour fire rated construction (with ¾ 

hour fire-rated doors) or an approved 

automatic fire extinguishing system in 

accordance with 8.4.1 and/or 19.3.5.4 

protects hazardous areas.  When the 

approved automatic fire extinguishing 

system option is used, the areas are 

separated from other spaces by smoke 

resisting partitions and doors.  Doors are 

self-closing and non-rated or field-applied 

protective plates that do not exceed 48 

inches from the bottom of the door are 

permitted.     19.3.2.1

In compliance with NFPA 101, 

19.3.2.1, the facility does have an 

approved automatic fire 

extinguishing system and areas 

are separated from other spaces 

by smoke resisting partitions and 

doors.  The kitchen vertical rolling 

fire door was inspected by 

FESCO/FASCO on 12/18/12 and 

found to be working properly at 

this time.  This will be inspected 

annually to ensure that it is 

functioning properly.Maintenance 

Director will monitor dates of 

inspection during annual 

Preventative Maintenance 

checks.Administrator will be 

responsible for routine monitoring 

and compliance.

01/07/2013  12:00:00AMK0029Based on observation, interview and 

record review; the facility failed to ensure 

the care and maintenance of 1 of 1 rolling 

fire door was in accordance with NFPA 

80 for 1 of 19 hazardous areas.  LSC 4.5.7 

requires any device, equipment or system 

which is required for compliance with the 

provisions of this Code, such device, 

equipment or system shall thereafter be 

maintained unless the Code exempts such 

maintenance.  NFPA 80, 1999 Edition, 

the Standard for Fire Doors and Fire 

Windows, Section 15-2.4.3 requires all 

horizontal or vertical sliding and rolling 

fire doors to be inspected and tested 

annually to check for proper operation 

and full closure.  Resetting of the release 

mechanism shall be done in accordance 

with the manufacturer's instructions.  A 

written record shall be maintained and 

shall be made available to the authority 

having jurisdiction.  This deficient 
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practice could affect 73 of the 121 

residents using the main dining room, 

located adjacent to the kitchen.

Findings include:

Based on interview on 12/10/12 and Fire 

Safety record review at 8:45 a.m. with the 

maintenance supervisor, it was 

acknowledged there was no 

documentation of an annual inspection or 

test to check for proper operation and full 

closure of the kitchen vertical rolling fire 

door.  Based on observation on 12/10/12 

at 10:30 a.m. with the maintenance 

supervisor, the rolling fire door protecting 

the opening from the kitchen to the main 

dining room lacked an attached inspection 

tag.  The main dining room was open to 

the corridor.  The lack of an annual 

rolling fire door inspection was 

acknowledged by the administrator at the 

1:15 p.m. exit conference on 12/10/12.

3.1-19(b)
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NFPA 101 

LIFE SAFETY CODE STANDARD 

If there is an automatic sprinkler system, it is 

installed in accordance with NFPA 13, 

Standard for the Installation of Sprinkler 

Systems, to provide complete coverage for 

all portions of the building.  The system is 

properly maintained in accordance with 

NFPA 25, Standard for the Inspection, 

Testing, and Maintenance of Water-Based 

Fire Protection Systems.  It is fully 

supervised.  There is a reliable, adequate 

water supply for the system.  Required 

sprinkler systems are equipped with water 

flow and tamper switches, which are 

electrically connected to the building fire 

alarm system.     19.3.5

In accordance with NFPA 101, 

19.3.5, the facility does ensure 

that the automatic sprinkler 

system provides complete 

coverage for all portions of the 

building.  Brown Sprinkler has 

been contracted to install a 

pendant sprinkler in the C Hall 

corridor entrance foyer.  

Administrator will be responsible 

for routine monitoring and 

compliance.

01/07/2013  12:00:00AMK0056Based on observation and interview, the 

facility failed to ensure 1 of 10 corridors 

were completely sprinklered.  This 

deficient practice affects 24 residents who 

reside on the C Hall.

Findings include:

Based on observation on 12/10/12 at 

12:20 p.m. with the maintenance 

supervisor, the C Hall corridor entrance 

foyer, which measured four feet by eight 

feet, was not provided with sprinkler 

coverage.  This was verified by the 

maintenance supervisor at the time of 

observation and confirmed by the 

administrator the the 1:15 p.m. exit 

conference on 12/10/12.

3.1-19(b)
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